Proceedings of the Royal Society of Medicine 60 transverse colon. The piece of the stomach adherent to the colon shows invasion of the outer coat, but no ulceration of the mucous membrane. Microscopically, the growth consists of a columnar-celled adenocarcinoma invading all coats. (7, 8, 9) Three Cases of Esophageal Diverticula Removed Successfully by Two-stage Operation.-(I) Patient, male, aged 71, for two years had complained of making a noise when he took food. Some time after a meal food tended to comie back in a more or less unaltered condition.
Barium bolus showed that food was held up at the level of first and second thoracic vertebrae where the base of a large pouch was seen wedged in the thoracic inlet. Respiratory distress was occasioned before the sac filled.
CEsophagoscopy showed a narrow opening to the pouch which could not. however, be entered.
(II) Patient, male, aged 73, had been losing weight rapidly. He complained of dysphagia for years but had rapidly become worse three months before the operation. He was extremely emaciated and suffered considerably from regurgitation of food.
An X-ray diagnosis of carcinoma was made, but careful inspection followed and showed that an cesophageal pouch existed below the level of the aortic arch.
(III) Patient, male, aged 58, for twelve months had complained of discomfort on eating, and a certain degree of dysphagia. He had lost weight considerably. The first skiagram taken led to a diagnosis of carcinoma, but further skiagrams revealed a large cesophageal pouch extending just into the thoracic inlet.
Comment.-The symptoms and history of these three cases-are similar and in each a diagnosis of carcinoma had been suggested at some time. The X-ray diagnosis drew attention to the smooth, centrally placed under-surface of the pouch which, as it filled, occasioned distress and dysphagia. In cases of carcinoma the under surface is not so regular and the ragged stricture may be seen; further, the axis of the dilatation does not correspond to the central axis of the body.
CEsophagoscopy was made difficult by the arrangement of the opening of the pouch, and as the pouch increased in size the cesophagus tended to be more and more difficult to enter. On the other hand, as soon as the pouch was freed the cesophagoscope passed straight down the aesophagus beyond the opening of the pouch without any difficulty and there was no sign of contraction at this site.
At operation it was remarkable how easily the pouch could be withdrawn from the thoracic inlet, and the largest one, which the skiagram showed to lie behind the arch of the aorta, occasioned no difficulty in this respect. The opening was apparently situated in the posterior aspect of the inferior constrictor close to its lower border and then the bulk of the pouch passed down on the left side. The second stage of the operation was performed between the muscular layers of the pouch so that there was no danger of breaking down granulation tissue outside this.
In all the cases healing took place without the formation of any fistula and the results from the patients' point of view have been extremely satisfactory.
